Introduction {#sec1-1}
============

Abdominal cocoon is referred as a complete or partial small bowel encapsulation caused by dense fibrocollagen membranes leading to acute or chronic small bowel obstruction. It was first termed as peritonitis chronic fibrosain capsulata by Owtschinnikow in 1907 and finally abdominal cocoon by Foo in 1978.\[[@ref1]\] It is most commonly seen in adolescent girls of tropical and subtropical region though few cases of male have also been reported in literature.\[[@ref1][@ref2]\]

Case Report {#sec1-2}
===========

A 40-year-old male patient presented with C/O abdominal pain for last few months. The patient had past H/O abdominal pain which was relieved by treatment. The patient also complained of difficulty in passing stools. There was no associated fever and vomiting. On physical examination, there was tenderness over the right iliac fossa.

The patient underwent computed tomography (CT) abdomen and pelvis (plain and contrast) which showed localized clumping of the small bowel in center of the abdomen with matting. The loops were seen within thin-walled sac-like structure containing localized fluid. Mostly duodenojejunal flexure and proximal part of jejunal loops were embedded within sac \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\].

![(a-c) Axial section showing clumping of duodenojejunal flexure and proximal part of jejunum embedded within thin-walled fluid filled sac-like structure](JFMPC-6-674-g001){#F1}

![(a-d) Coronal and sagittal showing clumping of duodenojejunal flexure and proximal part of jejunum embedded within thin-walled fluid filled sac-like structure](JFMPC-6-674-g002){#F2}

Discussion {#sec1-3}
==========

There are various etiologies of intestinal obstruction which includes external hernia, volvulus, tuberculosis (TB), and postoperative or inflammatory adhesion. All of these are common in India.\[[@ref3]\] Abdominal cocoon is one of the rare condition causing acute to subacute intestinal obstruction.\[[@ref4]\] The exact pathogenesis is not known, but it is assumed to be due to peritoneal irritation which further causes inflammation and fibrosis. As a result of inflammation, intraperitoneal fibrin-like material is released by fibrogenic cytokines forming thick shiny membranes encasing whole or part of bowel giving a characteristic appearance to the disease.\[[@ref2][@ref5]\]

Abdominal cocoon can be either primary or secondary. The primary etiology is idiopathic and tends to occur most commonly in adolescent girls in tropical and subtropical countries. The theory postulated behind the occurrence of primary cause is subclinical primary viral peritonitis either due to immunological reaction to gynecological infection or retrograde menstruation and retrograde infection of the fallopian tube.\[[@ref6]\] Whereas secondary cause is generally linked with abdominal TB, continuous and automated peritoneal dialysis, liver cirrhosis, and practolol therapy.\[[@ref7]\] Since our patient had no secondary cause, the diagnosis of primary cocoon was considered. Idiopathic form of abdominal cocoon rarely occurs in male patient as seen in our case.\[[@ref1]\]

Radiological imaging plays a vital role in reaching the preoperative diagnosis of the abdominal cocoon. When CT scan was not available, barium study was the primary mode to identify the disease which showed serpentine- or concertina-like configuration of dilated small bowels in a fixed U-shaped cluster or cauliflower sign as described by Sieck *et al*. in 1983.\[[@ref3]\] Abdominal ultrasound reveals echogenic mass with small bowel loop dilatation encircled by a thick rim of hypoechoic fibrous membrane.\[[@ref3][@ref8]\] Ultrasound sonography and X-ray are not as good as CT or magnetic resonance imaging (MRI) in diagnosing this condition. CT scan is the primary imaging modality to confirm the presence of abdominal cocoon.\[[@ref9]\] CT shows clumping of the entire small bowel enclosed by soft tissue density mantle located at the midpoint of abdominal cavity.\[[@ref10]\] Findings in MRI were similar to that of CT. Coronal MRI revealed similar pattern as in barium studies.\[[@ref11]\]

Biopsy shows thickened fibrocollagenous tissue with or without long-term inflammation in form of lymphocytic and plasma cell infiltrates.\[[@ref3][@ref11]\] Its differential diagnosis includes congenital peritoneal encapsulation, peritonitis carcinomatosa, pseudomyxoma peritoneal mesothelioma, and tuberculous peritonitis.\[[@ref5][@ref12]\] In case of asymptomatic or patients with mild symptoms, it can be treated conservatively by intestinal rest, nasogastric intubation, and enteral or parenteral nutritional support.\[[@ref6]\] Whereas in moderate to severe cases, both medical (corticosteroid and tamoxifen therapy) and surgical treatment are used. Ideally surgical excision with laparoscopic approach is better choice to excise encapsulating membrane with adhesiolysis thus leading favorable outcomes and excellent prognosis.\[[@ref7]\]

Conclusion {#sec1-4}
==========

Abdominal TB can lead to abdominal cocoon and thus cause intestinal obstruction and in patients presenting with intestinal obstruction, abdominal TB should be ruled out, especially at rural places where abdominal TB has high prevalence.
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